Background
SINCE 2007, national guidance (Department of Health (DH) 2007) specified that all standard mental health units in England should be smoke free. Only units providing long-term residential accommodation (where patients stay for more than six months) were exempt and were able to keep designated indoor smoking areas. More recent guidance from the National Institute for Health and Care Excellence (NICE 2013) recommends that all NHS-funded secondary care sites should become completely smoke free. However, concerns remain about the imposition of totally smoke-free environments in mental health settings, due to concerns for patient welfare and civil liberties. In 2009, the Court of Appeal rejected a legal challenge to the ban within a secure mental health setting (R(N) v SSH; (E) v Nottinghamshire Healthcare Trust, 2009), even though the security considerations of that hospital prevented patients from smoking in the grounds as well as indoors. The court rejected the claim that this breached Article 8 of the European Convention on Human Rights (the right to respect for private and family life), in part because the hospital was a public institution operating as a hospital and not simply the patients' home, and also because it was considered that the smoking ban was a justified breach of personal autonomy.
There is limited evidence relating to the treatment of tobacco dependence in mental health services. Ratschen (2014) has shown there is clearly demand from patients for a smoking cessation treatment service for people with mental illness, but also that providing this can be difficult due to complex systemic barriers. Lawn and Condon (2006) found ambivalent attitudes among mental health staff towards implementing the smoke-free policy and suggested the issue would raise ethical dilemmas and a conflict of values for staff, who may be responsible for managing relevant aspects of the patient's behaviour that may be affected by imposed smoking cessation. O' Gara and McIvor (2006) argued that ambivalent attitudes may reflect a stigma attached to mental health services and emphasised a need for political support, saying that 'a clear, unequivocal and symbolic message from the NHS, including mental health services, will help marginalise smoking in psychiatric settings'.
The pilot described in this article was organised as a result of a trust initiative, in line with national policy, to make all inpatient areas non-smoking by April 2016. It was thought that achieving a smoke-free trust would take careful planning and a 12-18 month run-in time. The trust's recovery unit evidence & practice / smoking cessation
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This article has been subject to external double-blind peer review and checked for plagiarism using automated software was a suitable site for early implementation given the lower admission rate; previous knowledge and experience of the patients; the patients were less acutely unwell and vulnerable; and the easier access for residents to the community than in more secure environments. With the commitment made in the English mental health strategy No Health Without Mental Health (HM Government (HMG),DH 2011) to 'parity of esteem between mental health and physical health services' and the Royal College of Psychiatrists' (2013) intention to achieve this over 5-10 years, it was decided to develop this pilot in preparation of the proposed changes in 2018.
The association between smoking, treatment and mental illness is complex (Gandhi et al 2011a) and for various physical, psychological and cultural reasons, smoking is significantly more common in those with mental illness (Royal College of Physicians and Royal College of Psychiatrists, 2013). Findings by Brown-Johnson et al (2014) suggested patients can feel a lack of control over medication and their healthcare, this combined with the stigma and the psychological pain of mental illness, could be important factors to help explain the link between mental illness and smoking. Smoking as part of psychiatry's culture can perpetuate the physical, social and economic effects that smoking can have on people with mental illness who receive care from mental health services (Lawn and Campion 2013) . Mental health problems are often associated with complex physical health comorbidity and smoking is an aggravating factor, as it has an effect on both physical and mental health problems.
The literature on smoke-free mental health units highlight the benefits of a smoke-free inpatient setting. There is little doubt about the benefits of protecting patients and staff from the effects of smoking (Arnone and Simmons 2007) . However, it is difficult to be certain about the risks and difficulties associated with making mental health units smoke free, and there is a theoretical risk of increased aggressive behaviour in psychiatric units. Pritchard et al (2008) found the success of implementing a smoke-free policy was variable and dependent on factors such as the availability of tobacco and the type of mental health unit. Ratschen et al (2009) found patients approved of the smoke-free policy and changed their smoking behaviour after admission. Smith and O'Callaghan's inpatient survey (2008) showed that 71% of the participants favoured the existing smoking policy, but 54% agreed with banning smoking in public places. Few respondents wanted a total smoking ban inside hospital buildings, but there was more support for a ban in public places. These authors note that patients think that smoking policies should be more lenient in psychiatric units, a view which has perhaps been overtaken by a trend towards the view that people with mental health problems are unlikely to benefit from special or different treatment. A study conducted by Cook and his collaborators (2014) looked at the link between mental health treatment and smoking cessation and explored the reduction of smoking among patients with mental illness. They used national surveys comparing trends in smoking rates between adults with and without mental illness, and also smoking rate trends between adults with mental illness who did and did not receive mental health treatment. The outcome showed that the special smoking cessation interventions were not as beneficial for individuals with mental illness as for the general population.
The experiences of patients and staff should be taken into account when planning to create a smoke-free setting. A study of inpatient staff, concluded that improved knowledge and attitudes among staff may have an effect on the implementation of smoke-free mental health units (Gandhi et al 2011b) . A survey of staff working in 72 NHS trusts in England providing mental health inpatient services, showed the challenges perceived by staff were related to safety risks (70%), the possible effect on the clinician-patient relationship (36%) and the potential interaction with antipsychotic medication (34%) (Ratschen et al 2010) . One trial to implement a smoke-free policy in a psychiatric inpatient setting had to be terminated after six weeks due to a perceived increase in aggression by patients towards staff (Campion et al 2008) .
In conclusion, the evidence suggests that implementing a smoke-free policy in mental health inpatient units is challenging. Previous experience suggests that targeted interventions over a period of time are necessary to engage patients actively in this process. It is also apparent that time is needed for attitudes to change as a smoke-free culture develops in psychiatric inpatient environments. Ratchen et al (2011) address the needs of individuals with mental illness. The authors make reference to recent systematic reviews confirming the efficiency of these treatment interventions in both general population and smokers with mental illness, and the welcoming attitude towards the implementation of smoke-free policies in mental health settings in England since 2008.
The recovery unit
This purpose-built ten-bed unit in the centre of Cheltenham was opened in 2005. It provides intensive rehabilitation and treatment for patients requiring structured, 24-hour care. The typical patient group comprises workingage adults with severe psychosis preparing to live independently. Patients have complex needs and many have been difficult to engage in services. Many patients are on clozapine or have complex medication regimens. The unit supports patients, many of whom have responded poorly to medical treatment, in moving to a community placement with lower levels of support.
The recovery unit is staffed as an inpatient facility, meeting all national standards for nursing care, but also providing a personal and homely environment. Patients have their own room with en suite facilities and there are opportunities for self-catering. The staff team comprises a manager, medical support through a consultant psychiatrist, trainees and a staff grade doctor, a shift-based nursing team, two part-time occupational therapists, a housekeeper/cook, unit secretary and support from a specialist mental health pharmacist.
Aims and objectives
The aim of this paper is to describe the implementation of a smoke-free policy in a recovery unit over a period of one year and to look at the associated difficulties and challenges. A survey of patient experience and attitudes was carried out and a world café method was used to examine relationships between beliefs about smoking and alternatives to smoking, in the context of staff-patient relationships in a psychiatric rehabilitation unit.
Methodology
A steering group was organised to oversee the project, develop a plan to become a smokefree unit and consider the needs for specific staff training, including education about the effective use of nicotine replacement therapy. The intention was to achieve a non-smoking unit by April 2016. The steering group included medical staff, the unit manager, pharmacist, nursing staff, staff from the trust's communications department and training team, and also service users and carers. The steering group organised some environmental changes (including a storage area for nicotine replacement medications and smoke-free gardens) and staff training on smoking cessation and the management of nicotine addiction. It was agreed to include a discussion about smoking cessation during new assessments and admissions, and to have a standardised prescription plan ready to give to duty doctors in the event of an emergency transfer of a patient from the main mental health hospital to the recovery unit because of bed pressures.
We surveyed patient experience and attitudes, and organised a specific learning event in the form of a world café involving patients and staff at the unit (Box 1).
With respect to ethical considerations, we contacted the Caldicott guardian at the trust and the county of Gloucestershire research and development department, which advised that this work was best viewed as service development, rather than a research project. We were advised that no formal consent from staff or patient involvement was needed. Participants consented to involvement through their participation. After completing the event we obtained patient consent where possible (documented in the healthcare record) to disseminate the findings.
Data collection
The data was collected in two steps: an inpatient survey and the world caf event. The inpatient survey took the form of a semi-structured, self-response questionnaire. Most patients needed staff support of varying levels to answer the questions. A total of nine
BOX 1. The world café method
The world café was first devised by Juanita Brown and David Isaacs in 2005. It encourages active dialogue and enables participants to exchange information in a relaxed environment with friends, colleagues and peers. It leads to the development of new insights and is explicitly a social learning model, which aims to expand the collective knowledge of the group. According to Ms Brown (2005) it is 'the creative cross-pollination of people and ideas combined with the disciplined use of questions as attractors that is perhaps the world café's defining contribution to dialogic learning and collective intelligence' . out of 10 inpatients living in the unit at the time filled out the survey. The survey included the following prompts to elicit participant views and experiences: » How does smoking help you? » How would you feel about the unit becoming a non-smoking unit? » What difficulties do you think you might encounter? » What would be the advantages of being in a non-smoking unit? » How would you hope to be helped? The world café event was a modified focus group with a mixed study sample adopting a purposive sampling technique. Participants were inpatients in the recovery unit and a mix of staff members from the same unit and trust. This included nurses, ward manager, an occupational therapist, doctors and some support workers. The inclusivity in sampling was an attempt to ensure that the whole of the population involved participated actively in the development of the new way of working. Study participants were age 18-60 years and included men and women.
We conducted a thematic analysis by examining the data from the survey. The method included an independent close reading of comments by the first two authors and the identification of potential themes, with quotes highlighting the emerging themes reviewed and reworked conceptually by the third author.
The synthesised data was then put in the form of seven statements that were discussed in the groups using the world café methodology. For the world café event staff members were also included and a total of 14 participants attended this group (six patients and eight staff members). The world café concept was adapted to create an interactive learning environment by encouraging the participants, organised in small groups, to exchange ideas about how the recovery unit could become a smoke-free environment. This provided a collaborative forum which enabled us to look at the concepts in depth, identify concerns and discuss alternative solutions.
The participants were divided into three groups, all of which were facilitated by one of the research team who has experience and had been trained in the world café method. The following statements were put forward from each group:
Group one » Smoking substitutes help people get the nicotine effect but with fewer side effects. » Smoking relieves boredom. Staying active reduces the need for smoking.
Group two
» Passive smoking is also unhealthy. » Non-smokers are able to sleep better. » Smoking interacts with medications.
Group three » A smoke-free environment ensures better health for everyone. » Education on health issues related to smoking helps people cut down or quit smoking.
Results
A healthy discussion was generated in the world café. Participants discussed the reasons for smoking and the alternatives to smoking which could prove beneficial. They had a general awareness regarding the risks related to smoking. The themes that emerged when the data was analysed from the world café focus group session have been presented as verbatim quotes. The data analysis was conducted using a simple, heuristic thematic analysis. The themes that emerged from this analysis were classified as below:
Why I smoke: 'For company'; '1:1 time with escort'; 'boredom'; 'calming'; 'always done it'; 'routine'; 'I see myself as a smoker'; 'my senses are less acute when I smoke'; 'to relieve anxiety and stress'; 'I feel compelled to smoke when I visit friends'; 'smoking allows me time to talk to staff at night'; 'I have developed a lack of confidence in nicotine replacement'; 'my food cravings will increase if I stop smoking'.
Concerns about the unit becoming smoke-free:
Patients: 'People will not want to be admitted to the unit'; 'I will feel pushed out'; 'it's my right to smoke'; 'I will need enough supply of nicotine replacement therapy'; 'I will be anxious about the nicotine replacement products, will they be effective enough?'; 'uncertainty about rules on e-cigarettes'; 'smoking affects medication; I may need higher doses'; 'other harmful habits could replace smoking such as binge eating'; 'I may feel very restless if I cannot sleep at night and could not smoke either'; 'see this as a threat to my human rights and a challenge towards choice and autonomy'. Staff: 'Staff anxieties in patient management'; 'education needs for staff, regarding safety of using replacement therapy'; 'smoking cessation might interrupt recovery programme'; 'smoking cessation may lead to anger and violence'.
Reasons to stop smoking:
'My mother stopped smoking and I saw her health improve'; 'it can cause cancer'; 'yellowing of teeth and nails'; 'smoking affects the liver'; 'passive smoking is also unhealthy'; 'when I smoke, my clothes and hair smell'.
Alternatives that might help:
'Group activities'; 'bread baking'; 'art and craft'; 'pamper evenings -nails'; 'visual aids'; 'recording how much money can be saved'; 'finding roles other than being a smoker'; 'a good supply of nicotine replacement therapy'; 'one to one support from staff, to help with stress and anxiety'.
See Box 2 for a summary of findings.
Discussion
This project explored views and experiences of staff and patients when preparing to make an inpatient recovery unit a smoke-free zone. A mixed qualitative approach, using a survey with a semi-structured format and a world café method with an interactive and social learning approach, was used. This highlighted a range of beliefs and attitudes and the format appeared to lend itself well to this group of participants. The informality of a 'café' promoted inclusion and was fun and stimulating. Understanding more about existing views and experiences was important and the dynamism of the café event -explicitly encouraging debate, sharing diverse opinions and jointly considering and challenging concepts and helped create an environment where new learning could occur (Anderson 2011) . The interactions between professionals and patients increased the learning in both groups and seemed to provide opportunities for gentle challenges and reflection. In educational theory terms this is a constructivist approach -knowledge being constructed through social interaction (Mann 2011) . The strength of this project was that it helped staff and patients explore their views on smoking cessation in this unit at an early stage in the process of planning to make the change.
There was also positive engagement in the process in the patient population and the wider staff group. The unit has continued to work towards becoming smoke free, all staff have received basic training and some staff have become smoke-free champions with a higher level of expertise. The unit now has a storage space for nicotine replacement products and all patients are now encouraged to stop smoking on admission. This seems to be a major cultural change and challenges a view which has sometimes been held by mental health professionals that patients may only consider smoking cessation when they are in a very stable phase of life. For many of these patients their chronic illnesses led to continuing high levels of symptoms and there is no alternative
BOX 2. Concerns and benefits of smoking cessation strategies
Concerns from patients » Negative attitudes on admission to the unit -patients may feel they are not wanted if they smoke. » Nothing to occupy their time. » Increased anxiety and stress as well as possible increased sensitivity to voices and other psychotic experiences causing further distress. » Unable to have enough one-to-one time from staff. » Nicotine replacement may not be effective enough to address cravings. » Other harmful habits could replace smoking such as binge eating. » May be seen as a threat to basic human rights and a challenge to personal autonomy.
Concerns from staff members
» Need for sufficient staff members and resources to support patients in adjusting to a smoke-free environment. » Staff educational needs, regarding safety of using replacement therapy. » Should not get impede supporting a patient's recovery programme. » Possible need for measures and support to address anger and violence that may arise.
Benefits of smoking cessation » All participants agreed that smoking cessation will improve physical health. » Lower doses of some medications may be needed which may be less toxic to the liver. » Patients can develop healthier ways to occupy their time. » Increased number of group activities can bring the staff and residents together and improve social skills. » Improved hygiene and the environment due to less passive smoking.
Strategies to facilitate smoke-free unit:
» More group activities of interest to patients, such as baking, art and craft and pamper evenings. » Explanations with aids to demonstrate how much money spent on smoking could actually be saved. » Effective nicotine replacement therapy so patients can grow in confidence and be reassured cravings will not be an issue. » Introduce roles in the unit for patients so they could have a more objective and structured routine.
evidence & practice / smoking cessation but to try to adopt healthy ways of living as part of the recovery work the unit is supporting patients with.
There are clearly limitations to the evidence we have produced. As a pilot, rather than a study, the sample size was small and derived from a single inpatient unit. As a qualitative study the results are not necessarily generalisable although the themes which emerged are also covered in previous literature. The authors noted that the themes derived did not always exactly map to the questions asked, and this reflected the dynamic and subjective nature of the information gathering process using the world café method. In an attempt to be open about the subjectivity of the process to identify themes, there was an attempt to make a secondary analysis using criteria developed by Lincoln and Guba (1985) , which explore the trustworthiness and reliability of qualitative research methods. Shenton (2004) emphasizes the importance of following Guba's criteria to ensure trustworthiness when a qualitative study is developed. Prolonged engagement, triangulation and negative case analysis help in this project to establish credibility. Internal validation was ensured by using member checks during the focus group itself and also at the end of the project. However, the validity of the results, as a representation of patient experience and attitudes, is open to criticism. The survey that patients completed often involved help from staff members, and the world café event explicitly involved patients and staff, so bias and the possibility that patients were unable to voice any concerns, cannot be ruled out. However, the use of facilitators who were trained in a world café method and the event itself, which is overtly inclusive and intended to create an informal and relaxed setting where people feel able to contribute their views, should have helped to reduce this risk. The use of two different methods of qualitative work hopefully also helped to provide a genuine and meaningful focus on this subject. We believe this is the first example of the use of the world café educational method as an exploration of healthcare professional and inpatient attitudes and behaviour, and the method had a number of benefits in terms of engagement, developing therapeutic relationships and promoting a more collaborative approach.
Conclusion
This study has yielded some insights into what may cause anxiety to patients and staff members when considering the transfer to a smoke-free environment at an inpatient recovery unit. The focus group generated a number of possible interventions which may help as the authors develop this project and work towards turning the unit into a smoke-free environment.
